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Abstract
This study prospectively examines the effects of maternal and child HIV infection on youth penetrative and
unprotected penetrative sex, as well as the role of internal contextual, external contextual, social and self-
regulatory factors in influencing the sexual behaviors of HIV - infected (PHIV + ), HIV - affected (uninfected with
an HIV + caregiver), and HIV unaffected (uninfected with an HIV - caregiver) youth over time. Data (N = 420)
were drawn from two longitudinal studies focused on the effects of pediatric or maternal HIV on youth (51%
female; 39% PHIV + ) and their caregivers (92% female; 46% HIV + ). PHIV + youth were significantly less likely
to engage in penetrative sex than HIV - youth at follow-up, after adjusting for contextual, social, and self-
regulatory factors. Other individual- and contextual-level factors such as youth alcohol and marijuana use,
residing with a biological parent, caregiver employment, caregiver marijuana use, and youth self-concept were
also associated with penetrative sex. Youth who used alcohol were significantly more likely to engage in
unprotected penetrative sex. Data suggest that, despite contextual, social, and self-regulatory risk factors,
PHIV + youth are less likely to engage in sexual behavior compared to HIV - youth from similar environments.
Further research is required to understand delays in sexual activity in PHIV + youth and also to understand
potential factors that promote resiliency, particularly as they age into older adolescence and young adulthood.
Introduction
In the US, pediatric HIV has become an adolescent epi-demic due to the success and widespread use of anti-
retroviral treatment (ART)1 to promote the health of those
already infected and to prevent new cases through maternal-
to-child HIV transmission. In 2009, approximately 73% of
perinatally HIV - infected (PHIV + ) youth in New York City
(NYC), where the current study is located, were 13 years or
older.2 As they enter and progress through adolescence,
PHIV + youth may experience unique challenges that impact
the onset and development of sexual risk behaviors.3,4 How-
ever, our understanding of the sexual development of these
youth, including the role of HIV infection and other key
contextual factors in offsetting or promoting sexual health, is
limited. Without such information, we cannot offer effective
prevention interventions targeted to these youth as they age.
The current study aims to understand the individual- and
contextual-level factors associated with emerging sexual risk
behaviors in PHIV + youth across adolescence.
Similar to uninfected youth, the period between adoles-
cence and young adulthood is a challenging developmental
transition for PHIV + adolescents5,6 that includes initiation
and development of romantic and intimate partnerships and
the onset of sexual behavior. However, the sexual develop-
ment of PHIV + youth is complicated by their HIV infec-
tion.3,4 Some researchers examining PHIV + youths’ sexual
behaviors have found rates of sexual activity to be the same or
lower than in other populations, with a delayed age of onset.7–9
In contrast, other studies and clinical data suggest that there
is a group of PHIV + youth who are initiating sexual activ-
ity early and engaging in unprotected sex in combination with
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other HIV risk behaviors such as substance use.10,11 One
cross-sectional study found that 33% of 13- to 24-year-old
PHIV + youths had initiated vaginal intercourse, 35% of
whom had reported their first occurrence before age 16
years.12 These youth were also at higher risk for early preg-
nancy compared to youth in the general population.
There are multiple factors that might confound studies of
PHIV + youth, leading to mixed results in the literature. In-
dividual-level factors related to HIV infection such as pubertal
delays, neurological/cognitive difficulties associated with
HIV infection and long-term ART, social stigma, and fear of
disclosure3,13–16 may explain delayed or reduced sexual be-
havior in PHIV + youth. Conversely, other key individual and
contextual factors associated with increased risk in other ad-
olescent populations, as well as the demography of pediatric
HIV, may offset the intrapersonal factors associated with
delayed sexual debut in PHIV + youth.
In the US, the majority of PHIV + youth live in im-
poverished inner-city communities where syndemics other
than HIV often occur, including neighborhood violence, pov-
erty, and crime,17,18 all of which have been associated with
poor behavioral outcomes, including sexual risk in other
populations.19,20 Also, PHIV + youth are often living with
single parents, experiencing multiple caretaking transitions
due to maternal illness, or death, as well as family disruption
due to violence, or maternal substance abuse or psychiatric
illness.30 High rates of psychiatric disorders and substance
abuse problems, including injection drug use, have been found
in HIV + women, including those who are mothers.21,22 Thus,
their children are also at risk for psychiatric and substance use
disorders due to genetic and environmental pathways previ-
ously described in other populations.23 All of the above fac-
tors, including caregiver mental illness and substance
abuse,24,25 disrupted family relationships and functioning,26–28
and youth mental health and substance use problems10,29–32
have been associated with sexual risk behaviors in various
adolescent populations. Thus, taken together, individual and
contextual factors place PHIV + youth at elevated risk for
behaviors that may lead to poor individual (re-infection of
resistant strains of the virus, STIs, and unplanned pregnancy)
and public health (transmission to partners) outcomes.
Sustained sexual risk reduction in youth requires the de-
velopment of interventions that target factors within the
broader socio-ecological context as well as individual-level
factors that influence risk.34,35 Yet, few longitudinal studies of
PHIV + youth have taken into account the youth’s socio-
ecological context when examining sexual behavior.36 In
particular, no longitudinal study has examined the complex
role of youth and caregiver HIV infection in influencing risk
behavior, since by definition 100% of PHIV + youth were born
to HIV + mothers, making it difficult to separate out the ef-
fects of maternal and child HIV. Similar to studies of PHIV +
youth,7,8,11,12 studies of uninfected children of HIV + mothers
have shown mixed results. Some have found worse outcomes
and higher rates of risk behavior37,38 and others report delays
in sexual onset across adolescence.39 Thus, studies are needed
that can disentangle potential maternal and child HIV effects
as well as identify other risk factors across multiple domains
on sexual behavior to inform the development of much nee-
ded multilevel interventions for these youth.
We, therefore, had the unique opportunity to examine the
role of youth and caregiver HIV status, in addition to other
key contextual factors and self and social regulation processes
on youth sexual behavior and risk outcomes as they develop
by combining data from two large, longitudinal behavioral
studies: (1) a study of perinatally HIV exposed youth (both
infected and uninfected), and (2) a study of HIV - youth with
and without HIV + caregivers. The resulting sample com-
prised both PHIV + and HIV - youth with either HIV + or
HIV - caregivers, all of whom were recruited from similar
neighborhoods in NYC. We used Social Action Theory (SAT)
to guide or analysis.40 The emphasis of the SAT model on the
context in which behavior occurs makes it a useful framework
for understanding sexual risk in youth.41 Specifically, SAT
posits that behavioral health outcomes are influenced by (a)
the context (internal and external) in which behavior occurs
and (b) self and social regulation processes.
Methods
Participants and procedures
Data were combined from the baseline and follow-up as-
sessments of two longitudinal studies, ‘‘Risk and Resilience in
Youth with HIV + Mothers’’ (R&R42,43) and ‘‘Child and
Adolescent Self-Awareness and Health Project’’ (CASAH44).
Both studies were designed to examine differences in mental
health and behavioral health outcomes, as well as sexual and
drug use risk behaviors among youth and caregiver dyads,
using SAT as a theoretical framework. Neither study included
an intervention component. By merging the data sets, we
were able to tease out the effects of maternal and child HIV
and contribute to the existing gap examining the unique ef-
fects of these constructs in the literature. The merging of these
studies, which used the same theoretical framework and all of
the same measures used for the current analysis, provided a
comparison group of youth and caregivers unaffected by
HIV, as well as greater statistical power through the inclusion
of additional HIV - subjects with HIV + mothers.
All study participants were drawn from general pediatric
and HIV primary care clinics and a network of HIV care
providers based in the same inner-city environments in NYC
with high HIV seroprevalence. In both studies, caregiver-
youth dyads were excluded if one of the dyad members had
severe cognitive impairment (e.g., severe mental deficiency,
autism and other pervasive developmental disorders) that
precluded understanding study questions. For both studies,
trained interviewers administered all measures; caregivers
and children were interviewed separately, but simultaneously.
Institutional Review Board approval was obtained for both
studies. All caregivers provided written informed consent for
themselves and youth; youth provided assent. Monetary re-
imbursement for time and travel was provided. Details re-
garding participants and procedures are briefly summarized
below and in Table 1 with more details, including data pooling
procedures for both data sets discussed elsewhere.43–45
R&R
Research participants included two groups of caregiver-
youth dyads: (a) HIV - youth with HIV + birth mothers and
(b) HIV - youth with HIV - or untested birth mothers. Both
groups of caregiver-youth dyads were eligible if the youth
was 10–14 years of age (mean = 12), the mother was the birth
parent of the youth, and the mother and youth had lived
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together for at least the past 6 months. Participants were re-
cruited between 1998 and 2000. Among the 294 eligible fam-
ilies approached for the study, 14% refused to participate
primarily due to time constraints, and 11% frequently can-
celled or failed to show up for interviews. The remaining 220
(75%) caregiver-youth dyads completed the baseline inter-
view. Although initially a cross-sectional study, additional
funds for a follow-up interview were obtained 2 years into the
R&R project; we were able to re-recruit 65% of the baseline
sample with a mean time between baseline and follow-up
interviews of 35 months. Youth age ranged from 13–19 years
(mean = 15) at follow-up.43 Baseline and follow-up data from
144 dyads are included here (68 HIV - youth with HIV +
mothers and 76 HIV - youth with HIV - mothers).
CASAH
Research participants were youth aged 9–16 years peri-
natally exposed to HIV (as confirmed by medical providers
and chart data, including both PHIV + and PHIV - youth)
who had a caregiver with legal capacity to sign consent for
child participation (foster care parents cannot provide con-
sent for child participation in behavioral research in NYC).
Caregiver included HIV + and HIV - birth parents, and
other types of caregivers (e.g., relatives, adoptive parents).
Participants were recruited, between 2003 and 2005. Of
the *443 eligible participants, 11% refused contact with the
research team and 6% could not be contacted by the site
study coordinators. A total of 367 (83%) caregiver-youth
dyads were approached, of whom n = 340 were enrolled
(77% of eligible families), and 325 caregiver-youth dyads
completed both baseline interview sessions. CASAH is an
ongoing longitudinal study and the first follow-up was
conducted at 18 months post baseline (mean = 20 months)
with youth age ranging from 11–19 years (mean age follow-
up = 14 years). We were able to retain 84.3% of CASAH
participants between baseline and follow-up. In this analy-
sis, we include the n = 276 dyads with follow-up data, re-
presenting PHIV + youth with HIV + caregivers (N = 50) or
with HIV - caregivers (N = 113); and HIV - youth with
HIV + caregivers (N = 75) or with HIV - caregivers (N = 38).
Merged sample. Across the merged samples (N = 420), ap-
proximately half the youth were male, the mean age was 12
years (SD = 2.0), and the majority was African American or
Hispanic (Table 1). The majority of caregivers were females. All
caregivers were birth mothers in R&R compared to 48.2% in
CASAH. The CASAH sample contained significantly more
African American youth (v2 (1, N = 420) = 5.57, p < 0.02), and
R&R had more youth of ‘‘other’’ race/ethnicity (v2 (1,
N = 420) = 7.42, p < 0.01). More youth in R&R reported ever using
alcohol (v2 (1, N = 420) = 63.74, p < 0.001) and marijuana (v2 (1,
N = 420) = 9.46, p < 0.01). There were no other differences by
study sample. Table 1 provides a detailed description of char-
acteristics of each study sample.
Among PHIV + youth at baseline, the majority had been
told their diagnosis (69.9%) and were currently receiving ART
(N = 194; 84%). The median HIV RNA viral load (VL) was 3150
Table 1. Demographic and Study Characteristics of the Two Study Samples (n = 420)
R&R (n = 144) CASAH (n = 276) Comparisons by study sample
Variable N % N % v2/t
Youth demographics
Male 73 50.7 135 48.9 0.12
Hispanic 61 42.4 104 37.7 0.87
African American 65 45.1 158 57.3 5.57f
Othera 18 12.5 14 5.1 7.42g
Ageb 12.0 yrs (1.4) 11.9 yrs (2.2) 0.32
Youth HIV + – – 163 59.1 n/a
Viral loadc 3150 copies/ml n/a
Disclosed 114 69.9 n/a
Caregiver demographics
Caregiver female 144 100 241 87.3 —d
Residing with birth parent 143 99.3 133 48.2 109.7h
Caregiver HIV + 68 47.2 125 45.3 0.14
Currently employed 43 32.8 74 26.8 1.57
Incomeb,e 3.6 (1.8) 5.5 (2.7) 7.65h
Caregiver ageb 37.8 yrs (5.5) 48.7 yrs (12.2) 10.11h
Study characteristics
PHIV + y & HIV + cg 0 0.0 50 18.1
PHIV + y & HIV - cg 0 0.0 113 40.9
HIV - y & HIV + cg 68 47.2 75 27.2
HIV - y & HIV - cg 76 52.8 38 13.8
Recruitment dates 1998–2000 2003–2005
Time to follow-up 18 months 24 months
CASAH, Child and Adolescent Self-Awareness and Health Project; R&R, Risk & Resilience.
aOther race/ethnicity comprises white, Caribbean-American, and mixed race/ethnicity; bMean score (sd); cMedian score (sd = 26,383
copies/ml); dComparisons not conducted due to lack of variability (i.e., 100%) in R&R sample; eIncome score: 3 = $10,001–$15,000;
4 = $15,001–$20,000; 5 = $20,001–$25,000; 6 = $25,001–$30,000.
fp < 0.05; gp < 0.01; hp < 0 .001.
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copies/ml (SD = 26,383 copies/ml); 36% had undetectable VLs
( £ 400 copies/ml), and 4% had VL ‡ 100,000 copies/ml.
Attrition analyses. We conducted preliminary attrition an-
alyses between participants included in our analyses (N = 420)
to those who were excluded from this analysis due to missing
data at baseline (N = 125) to determine potential bias of follow-
up sample. Participants who completed baseline only
(N = 125) were more likely to: (1) be older (M = 12.50,
SD = 1.71) (M = 11.96, SD = 1.99; t(232.16) = 3.02; p < 0.01), (2)
have younger caregivers (M = 41.65, SD = 9.57) (M = 44.99,
SD = 11.62; t(243.16) = - 3.25, p < 0.01), and (3) have a caregiver
who was a biological parent (v2 (N = 545, df = 1) = 12.66,
p < 0.001) than those included in our analyses. Baseline only
participants also reported slightly lower mean household in-
come (M = 4.17, SD = 2.40) than our analytic sample (M = 4.83,
SD = 2.59; t(524) = - 2.52; p < 0.05) and were more likely at
baseline to report having engaged in penetrative sex (v2
(N = 540,df = 1) = 7.26, p < 0.01) and unprotected sex (v2
(N = 535, df = 1) = 5.95, p < 0.05); this effect remained even after
controlling for age. Youth were also more likely to be ex-
cluded if they were HIV - negative (v2 (N = 545,df = 1) = 6.42,
p < 0.05) We noted no differential attrition effects of gender, or
race/ethnicity or of caregiver HIV status, gender, education,
or work status; the proportion of older (t = - 1.13, p = 0.27) or
sexually experienced (v2 (N = 128, df = 1) = 1.10, p = 0.29) youth
who were lost to follow-up did not vary by serostatus.
Measures
Sexual behavior. Youth sexual behavior was assessed with
an adapted version of the Sexual Risk Behavior Assessment
Schedule for Youth (SERBAS-Y);46,47 in R&R and the Ado-
lescent Sexual Behavior Assessment (ASBA);48 in CASAH.
Both assessments examine a range of sexual behaviors with
gateway questions that make the batteries appropriate for the
younger children in the study (e.g., if youth deny being tou-
ched or having sex, further questions on specific practices and
condom use are not asked). The following lifetime sexual
behaviors (yes/no) were examined at each follow-up inter-
view: penetrative sex (vaginal or anal), and unprotected pene-
trative sex (one or more occasions of penetrative sex without a
condom). We aggregated reports of vaginal and anal sex be-
havior into one variable (‘‘penetrative sex’’) given the low
frequency of anal sex and high overlap with vaginal sex.
Internal context
Background. Youth HIV status was determined for CASAH
via youth enrollment in an HIV primary care clinic, verified
by medical chart review. For R&R, caregivers reported
youth’s HIV - negative status. Youth demographics included
age, gender, and race/ethnicity.
Arousal/mood. Youth mental health was assessed based on
the Child Depression Inventory (CDI)49 and the trait scale of
the State–Trait Anxiety Inventory for Children (STAIC),50 re-
spectively. The CDI is comprised of 27 items rated on a 3-point
scale (0 = none to 2 = distinct symptom). The STAIC trait sub-
scale is a widely used self-report indicator of anxiety, permit-
ting the identification of subjects who are prone to generalized
anxiety. The trait scale consists of twenty 3-point Likert-format
items that assess an individual’s tendency to experience anx-
iety states; adequate reliability and validity have been estab-
lished.50 We found high internal consistency for the CDI
(a = 0.80) and STAI trait scale (a = 0.88). Youth lifetime alcohol
and marijuana use was determined based on youth endorsing
any use of alcohol or marijuana. Questions were derived from
gateway questions of the Diagnostic Interview Schedule for
Children-IV51 and from Monitoring the Future, a national
longitudinal study of behaviors, including substance use of US
high school and college students, and young adults.52 Speci-
fically, youth in CASAH were asked: "Not including sips from
another person’s drink, have you ever, in your whole life, even
once, had a drink?" and "Have you ever, in your whole life,
used marijuana?" Youth in R&R were asked: ‘‘Have you tried
one or two drinks of alcohol ever in your lifetime?’’ and ‘‘Have
you tried marijuana once or twice ever in your lifetime?’’ For
both studies, participants responded yes or no.
External context
Living environment. Caregiver demographics included care-
giver age, gender, current employment, and household in-
come. Also, because PHIV + youth were more likely to not be
living with a birth parent due to maternal AIDS-related illness
and death or other factors such as maternal substance abuse
during pregnancy,46,53 we also accounted for the biological
relationship between the caregiver and the child (e.g., birth
parent vs. caregiver or relative).45
Caregiver health. Caregiver HIV status was assessed via
several questions about personal HIV tests and the results.
These were confirmed, when possible, via clinician report. For
data analysis, caregiver HIV status was treated as a dichoto-
mous variable (HIV infected vs. uninfected or untested).
Caregiver physical health was assessed using two items:
whether the caregiver reported any overall physical health
problems (y/n) and the number of days they had spent in
hospital in the past 12 months.
Caregiver mental health and substance use. Caregiver mental
health was assessed with two well-validated self-report
measures that correspond with child measures, the Beck De-
pression Inventory (BDI)54 and the trait subscale of the State-
Trait Anxiety Inventory (STAI),55 corresponding with the
youth measures. The BDI is a 21-item scale of depressive
symptoms experienced in the past 2 weeks. The trait subscale
of the STAI is a 20-item scale measuring how the respondent
feels in general. For each measure, a well validated total score
is created.9,53 We found high internal consistency for the BDI
(a = 0.89) and STAI trait scale (a = 0.92). Caregiver substance
use was measured with two items assessing the frequency of
alcohol or marijuana use in the past 6 months. Participants
responded using a 6-point scale (0 = never to 6 = everyday).
Regulation processes
Social-regulation. Family processes were assessed with the
Parent Child Relationship Inventory (PCRI),56 a self-report in-
strument for caregivers acting in a parental role. Three sub-
scales were used: (1) involvement (i.e., spending time with and
showing interest in the child), (2) quality of communication
(i.e., parent empathy and conversation across situations), and
(3) autonomy (i.e., the extent to which the caregiver promotes
child independence). Each item is rated on a 4-point scale
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(0 = Strongly Agree to 3 = Strongly Disagree). We found good
internal consistency for involvement (a = 0.84), communication
(a = 0.81), and autonomy (a = 0.65) scales.
Self-regulation. Self-concept was measured using the Ten-
nessee Self-Concept Scale:2 (TSCS:2),57 composed of self-de-
scriptive items that are answered on a 5-point Likert Scale
(1 = always false to 5 = always true). The instrument yields a
global score and sub-domain self-concept scores, including:
personal self-concept, which assesses an individual’s sense of
personal worth and feelings of adequacy; family self-concept,
which assesses an individual’s feelings of adequacy worth
and value as a family member; social self-concept, which as-
sesses an individual’s sense of adequacy and worth in the
context of social interactions; and academic self-concept,
which measures how people perceive themselves in school
settings and how they believe others perceive them in those
settings. Higher scores indicate better self-concept in those
Table 2. Sample Characteristics by Youth HIV Status (N = 420)
PHIV + (n = 163) HIV - (n = 257)
N % N % v2/t p
Youth internal context
Background
Male 78 47.9 130 50.6 0.30 0.59
Hispanic 59 36.2 106 41.3 1.07 0.30
African American 97 59.5 126 49.0 4.4 0.04
Other 7 4.3 25 9.7
Agea 12.1 (2.16) 11.9 (1.86) 1.11 0.27
Arousal/mood
Youth depressiona 6.69 (6.03) 6.06 (4.83) 1.19 0.23
Youth anxietya 33.04 (7.79) 33.94 (7.12) 1.21 0.23
Any alcohol use 20 12.3 83 32.6 21.7 0.01
Any marijuana use 6 3.7 26 10.2 5.89 0.02
External context
Background and living environment
Caregiver agea 49.9 (12.13) 41.9 (10.15) 7.24 0.01
Biological parent 55 33.7 221 86.0 120.9 0.00
Caregiver employed 48 29.5 69 23.3 0.07 0.79
Caregiver incomea,b 5.81 (2.82) 4.22 (2.24) 6.27 0.01
Number in householda 4.32 (1.77) 4.32 (1.70) 1.34 0.18
Caregiver health
Caregiver seropositive HIV status 50 30.7 143 55.6 25.03 0.01
Any health problems 114 70.4 181 70.7 0.01 0.94
Number of days in hospitala 0.27 (0.77) 0.47 (1.8) 1.30 0.19
Caregiver MH and substance use
Alcohol usea 0.66 (1.15) 0.71 (1.01) 0.42 0.68
Marijuana usea 0.15 (0.06) 0.32 (1.04) 1.81 0.07
Anxietya 7.64 (7.21) 9.53 (8.13) 2.41 0.02
Depressiona 16.5 (10.0) 19.7 (10.37) 3.16 0.01
Regulation processes
Social regulation
Communicationa 20.27 (3.58) 20.14 (3.91) 0.33 0.74
Involvementa 8.59 (4.95) 8.16 (5.48) 0.82 0.41
Autonomya 14.68 (3.55) 15.08 (3.84) 1.08 0.28
Self-regulation
TSCS-personala 43.22 (6.45) 45.56 (5.91) 3.79 0.01
TSCS-familya 44.16 (6.09) 45.46 (6.22) 2.10 0.04
TSCS-academica 19.97 (3.58) 20.70 (3.52) 2.05 0.04
TSCS-social identitya 37.86 (5.98) 40.39 (6.16) 4.14 0.01
Youth sex behavior
Baselinec
Penetrative sex 12 7.36 19 7.48 0.002 0.96
Unprotected penetrative sex 7 4.29 4 1.58 – –
Follow-upc
Penetrative sex 34 21.4 104 41.1 17.05 0.01
Unprotected penetrative sex 15 9.6 35 15.1 2.49 0.12
aMean (sd); bIncome was assessed using a categorical variable: 5 = $20,000–25,000; 6 = $25,000–30,000.
cDue to missing data for baseline and follow-up sex behavior variables, percentages do not reflect denominator of n = 163 for HIV + youth
or n = 257 for HIV - youth.
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areas. We found moderate to good internal consistency for the
personal (a = 0.70), family (a = 0.70), social (a = 0.56), and aca-
demic (a = 0.67) scales.
Statistical analysis
All analyses were conducted in Stata 8.0SE. Differences in
contextual and regulation process factors at baseline and youth
sexual behavior at baseline and follow-up by youth HIV status
were examined using Chi-Square (v2) and t-tests for categorical
or continuous variables, respectively (Table 2). Given the likeli-
hood that different SAT model domains are correlated and
therefore results will be potentially biased due to statistical
suppression resulting from multi-collinearity and over-estimated
models, we fit seven separate logistic multiple regressions to
examine the association between youth sexual behavior at
follow-up (i.e., penetrative and unprotected penetrative sex)
and each of the SAT domains as assessed at baseline; we di-
vided the internal and external context domains into several
related subdomains: internal context (composed of back-
ground and arousal/mood models), external context (com-
posed of living environment, caregiver health, and caregiver
mental health and substance use models), social regulation
processes (family processes) and self-regulation processes (self-
concept) (Table 3). Each of the models contained all variables
from the specific domain as well as youth HIV status.
For example, in the arousal/moods model, we examine the
concurrent relationship between youth depression, anxiety,
alcohol use, marijuana use, and youth HIV status with youth
sexual behavior. As a result, these models allowed us to test
concurrently the association between youth HIV status and
other contextual factors and youth sexual behavior.
Results
Sample characteristics and sexual
behavior by youth HIV status
Sample characteristics. Table 2 presents the significant
differences by youth HIV status in baseline demographic
characteristics and relevant SAT constructs, as well as the
primary sex behavior outcomes at baseline and follow-up.
More PHIV + youth were African American and more HIV -
youth were of other race/ethnicity (mixed race or Cauca-
sian) and reported ever using alcohol (v2 (1, N = 420) = 21.7,
p < 0.01) and marijuana (v2 (1, N = 420) = 5.89, p < 0.02).
Caregivers of PHIV + youth were older (t = 7.24, p < 0.01),
and reported significantly higher income (t = 6.27, p < 0.01);
however, the majority of all participants were signifi-
cantly impoverished. Significantly more HIV - youth re-
sided with a biological caregiver than PHIV + youth (v2 (1,
N = 420) = 120.9, p < 0.001). Just over half of caregivers of
HIV - youth were HIV + compared to 30% of caregivers of
PHIV + youth (v2 (1, N = 420) = 25.03, p < 0.01), although
there were no differences in caregiver physical health
problems or days spent in hospital. Caregivers of PHIV +
youth reported lower mean scores on the BDI (t = 3.16,
p < 0.01) and the STAI (t = 2.41, p < 0.02). There were no dif-
ferences in caregiver alcohol or marijuana use or social reg-
ulation factors within the family context (parent-child
communication, autonomy or involvement). HIV - youth
reported better personal (t = 3.79, p < 0.01), family (t = 2.10,
p < 0.04), academic (t = 2.05, p < 0.04), and social (t = 4.14,
p < 0.01) self-concept than PHIV + youth.
Youth sexual behavior (Table 2). At baseline, there were no
differences in rates of penetrative sex by youth HIV status;
frequencies were too small to examine differences in unpro-
tected penetrative sex. Fewer PHIV + youth reported pene-
trative sex (v2 (1, N = 420) = 17.05, p < 0.01) at follow-up. In
PHIV + youth, older youth were more likely to have been told
their diagnosis (t = 8.61, p < 0.001). However, there were no
significant differences in penetrative (OR = 2.25 95%CI = 0.43–
11.70; p = 0.34) or unprotected penetrative sexual behavior
(OR = 0.95 95%CI = 0.15–6.12; p = 0.96) by disclosure.
Associations between SAT model constructs and sexual behav-
ior. Table 3 presents the separate logistic regression models
for each of the theoretical constructs of the SAT model at
baseline and their association with any penetrative and un-
protected penetrative sex at follow-up.
Any penetrative sex
Internal context
Background. Older youth were almost twice as likely
(OR = 1.72; 95%CI = 1.50–1.97; p < 0.001) and PHIV + youth
were significantly less likely (OR = 0.26; 95%CI = 0.15–0.44;
p < 0.001) to report any penetrative sex at follow-up.
Arousal/mood. Youth who had ever used alcohol or mari-
juana at baseline were over seven (OR = 7.02; 95%CI = 4.05–
12.18; p < 0.001) and four times (OR = 3.60; 95%CI = 1.22–10.65;
p = 0.02) as likely to report any penetrative sex at follow-up,
respectively. There was no association between youth psy-
chological distress and penetrative sex. After adjusting for
arousal/mood covariates, PHIV + youth were still signifi-
cantly less likely to report engaging in any penetrative sex at
follow-up (OR = 0.53; 95%CI = 0.32–0.90; p = 0.02).
External context
Living environment. Youth were more likely to report any
penetrative sex at follow-up if they resided with a biological
parent (OR = 2.44; 95%CI = 1.12–5.31; p = 0.03), or had a caregiver
who was employed (OR = 1.78; 95%CI = 1.08–2.95; p = 0.02).
Caregiver health. There was no association between caregiver
HIV status or caregiver physical health and youth penetrative sex
at follow-up. After adjusting for caregiver health, PHIV + youth
remained significantly less likely to report engaging in any pen-
etrative sex at follow-up (OR = 0.42; 95%CI = 0.27–0.67; p < 0.00).
Caregiver mental health and substance use. Youth whose par-
ents reported greater frequency of marijuana use were sig-
nificantly more likely to report any penetrative sex at follow-
up (OR = 1.42; 95%CI = 1.10–1.83; p = 0.007); there was no as-
sociation between caregiver mental health problems and
youth penetrative sex. After adjusting for caregiver mental
health and substance use covariates, PHIV + youth were still
significantly less likely to report engaging in any penetrative
sex at follow-up (OR = 0.44; 95%CI = 0.27–0.73; p < 0.001).
Regulation processes
Social regulation. There was no association between any of
the family process variables and penetrative sex at follow-up.
PHIV + youth were still significantly less likely to report
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Table 3. Baseline Factors Associated with Sex Behaviors at Follow-Up (N = 420)
Penetrative sex Unprotected penetrative sex
Variable AORb 95% CI p AORb 95% CI p
Internal context
Background
Male 1.53 0.96–2.45 0.07 1.23 0.66–2.31 0.51
Hispanica 0.87 0.53–1.42 0.58 0.84 0.43–1.62 0.60
Othera 0.93 0.39–2.21 0.87 1.46 0.48–4.33 0.51
Age 1.72 1.50–1.97 0.001 1.52 1.28–1.81 0.001
Youth seropositive HIV 0.26 0.15–0.44 0.001 0.50 0.25–0.99 0.05
Status
v2 = 96.68; p < 0.001 v2 = 3 0.02; p < 0.001
Arousal/moods
Youth depression 1.04 0.98–1.09 0.22 1.06 0.99–1.14 0.11
Youth anxiety 0.97 0.94–1.01 0.19 0.96 0.90–1.01 0.11
Youth alcohol use 7.02 4.05–12.18 0.001 3.99 1.97–8.09 0.001
Youth marijuana use 3.60 1.22–10.65 0.02 1.89 0.75–4.74 0.18
Youth seropositive HIV 0.53 0.32–0.90 0.02 0.79 0.39–1.61 0.52
Status
v2 = 105.92; p < 0.0001 v2 = 33.67; p < 0.0001
External context
Living environment
Caregiver age 1.01 0.99–1.04 0.35 1.01 0.97–1.05 0.78
Biological parent 2.44 1.12–5.31 0.03 1.97 0.66–5.93 0.23
Employed 1.78 1.08–2.95 0.02 0.91 0.44–1.90 0.80
Income 0.98 0.88–1.08 0.65 1.00 0.87–1.16 0.96
Number in household 0.98 0.86–1.11 0.73 1.00 0.83–1.20 0.94
Youth seropositive HIV 0.60 0.35–1.04 0.07 0.84 0.40–1.79 0.65
Status
v2 = 26.17; p < 0.001 v2 = 0.66; p < 0.05
Caregiver health
Caregiver seropositive 1.28 0.83–1.99 0.26 1.43 0.76–2.70 0.27
HIV status
Any health problems 0.79 0.49–1.27 0.34 0.99 0.49–2.00 0.98
# days in hospital 1.12 0.92–1.35 0.26 1.17 0.95–1.44 0.15
Youth seropositive HIV 0.42 0.27–0.67 0.00 0.69 0.35–1.34 0.27
Status
v2 = 20.28; p < 0.05 v2 = 5.84; p = 0.21
Caregiver MH and substance use
Alcohol use 0.87 0.68–1.11 0.25 1.01 0.74–1.38 0.96
Marijuana use 1.42 1.10–1.83 0.007 1.10 0.79–1.51 0.56
Anxiety 1.01 0.97–1.04 0.63 1.03 0.99–1.08 0.18
Depression 0.98 0.94–1.02 0.38 0.98 0.93–1.04 0.56
Youth seropositive HIV 0.44 0.27–0.73 0.001 0.66 0.33–1.31 0.23
Status
v2 = 21.71; p < 0.001 v2 = 4.47; p < 0.05
Regulation processes
Social regulation
Communication 0.94 0.88–1.01 0.11 0.98 0.88–1.09 0.70
Involvement 1.01 0.95–1.06 0.84 1.06 0.99–1.15 0.11
Autonomy 1.00 0.94–1.05 0.87 1.02 0.94–1.11 0.65
Youth seropositive HIV 0.37 0.23–0.56 0.00 0.57 0.30–1.11 0.09
Status
v2 = 23.92; p < 0.001 v2 = 9.31; p < 0.05
Self regulation
TSCS-personal 0.95 0.90–0.99 0.05 0.94 0.87–1.00 0.07
TSCS-family 0.95 0.90–0.99 0.04 0.97 0.91–1.03 0.30
TSCS-academic 1.25 1.15–1.36 0.00 1.18 1.06–1.32 0.003
TSCS-social identity 1.03 0.99–1.08 0.00 1.00 0.94–1.06 0.99
Youth seropositive HIV 0.37 0.23–0.61 0.00 0.55 0.28–1.09 0.09
Status
v2 = 56.65; p < 0.0001 v2 = 15.80; p < 0.05
aAfrican American is the reference group; bAssociation of each SAT domain with sexual behavior is examined using multiple logistic
regression;
TSCS, Tennessee Self Concept Scale.
SEXUAL RISK IN YOUTH WITH PERINATAL HIV 417
engaging in any penetrative sex at follow-up after adjusting
for family processes (OR = 0.37; 95%CI = 0.23–0.56; p < 0.00).
Self-regulation. Youth who reported better academic self-
concept (OR = 1.25; 95%CI = 1.15–1.36; p < 0.00) and lower
family (OR = 0.95; 95%CI = 0.90–0.99; p < 0.04) and personal
self-concept (OR = 0.95; 95%CI = 0.90–0.99; p < 0.05) were more
likely to report penetrative sex. After adjusting for self-
concept, PHIV + youth were significantly less likely to report
engaging in any penetrative sex at follow-up (OR = 0.37;
95%CI = 0.23–0.61; p < 0.00).
Any unprotected penetrative sex
Internal context
Background. Older youth were more likely (OR = 1.52;
95%CI = 1.28– 1.81; p < 0.001) and PHIV + youth were less
likely (OR = 0.50; 95%CI = 0.25–0.99; p < 0.05) to report un-
protected penetrative sex at follow-up.
Arousal/mood. Youth who had ever used alcohol were al-
most 4 times as likely to report any unprotected penetrative
sex at follow-up (OR = 3.99; 95%CI = 1.97–8.09; p < 0.001).
There were no associations between psychological distress
and unprotected penetrative sex. After adjusting for arousal/
mood covariates, there was no association between youth
HIV status and any unprotected penetrative sex at follow-up.
External context. There were no associations between un-
protect penetrative sex at follow-up and living environment,
caregiver HIV status and physical health, caregiver mental
health, and substance use. After adjusting for these covariates,
youth HIV status was not associated with any unprotected
penetrative sex at follow-up.
Regulation processes
Social regulation. Tthere was no association between any of
the family process variables and unprotected penetrative sex
at follow-up.
Self-regulation. Youth who reported higher academic self-
concept were more likely to report any unprotected penetra-
tive sex at follow-up (OR = 1.18; 95%CI = 1.06–1.32; p < 0.003);
there were no other associations between youth self-concept
variables and unprotected penetrative sex. After adjusting for
social- and self-regulation variables, youth HIV status was
unrelated to unprotected sex at follow up.
Discussion
Our study is one of the first to attempt to disentangle the
effects of maternal and child HIV infection on youth sexual be-
havior, as well as to examine the role of contextual, social, and
self-regulatory factors in influencing PHIV + youth sexual be-
havior over time. PHIV + youth were consistently less likely to
engage in sexual behavior at follow-up compared to HIV -
youth, even after considering contextual, social, and self-regu-
lation processes. This finding builds on prior studies on sexual
risk from the CASAH sample that were unable to examine HIV
status differences in youth risk behavior,44 and is consistent with
prior studies from this cohort that have found fewer PHIV +
youth to be sexually active than youth exposed but uninfected
with HIV,7,58 as well as studies that have found fewer PHIV +
youth to be sexually active and more likely to use condoms
compared to youth in the general population.8,9
Although researchers have begun to identify reasons why
PHIV + youth are delaying sexual behavior, including a de-
sire to avoid risk of transmission or potential disclosure of
their status to a partner,15,58 our understanding remains in-
complete. Delay in sexual debut in PHIV + youth may also be
due to delayed puberty, poorer health, or neurocognitive/
developmental delays. Future research that more closely ex-
amines reasons for delayed sexual debut is necessary. For
example, studies of PHIV + youth have generally focused on
negative outcomes (e.g., psychiatric disorders, sexual risk)
with few studies examining positive outcomes in these youth.
Our data suggest that despite contextual, social, and self-
regulatory risk factors, PHIV + youth may be demonstrating
protective behaviors compared to HIV - youth from similar
environments. Future research that examines factors that
promote resiliency in PHIV + youth, particularly as they age
into older adolescence and young adulthood, is warranted.
Nevertheless, rates of penetrative sex increased by a third,
and rates of unprotected sex doubled between baseline and
follow-up among PHIV + youth. Overall rates of sexual
behavior and unprotected sex in PHIV + youth are lower
than studies of general population youth,59 yet when we
examine only those PHIV + youth who are sexually active,
we find rates of unprotected sex (15/34; 48%) similar to
HIV - youth in the current sample (42%), as well to rates
seen in other studies of uninfected youth.60 Although it is
normative and expected that PHIV + youth will begin to
have sex as they age, high rates of unprotected sex among
sexually active PHIV + youth is a public health concern, as it
may increase HIV transmission to partners, unintended
pregnancy, as well as the potential for the youth to acquire a
STI and/or be re-infected by drug-resistant strains of HIV.
Thus, while these youth may not be more likely to engage in
unprotected sex compared to their HIV - counterparts, we
must remain attentive to their sexual development by de-
veloping prevention programs that promote strategies to
decrease their sexual risk behavior and focus on the unique
needs of PHIV + youth.
When we examined other internal contextual factors as
defined in our SAT model (e.g., gender, age, psychological
distress, substance use), we found several other factors were
associated with increased risk behavior. Similar to most
studies, older youth had a greater likelihood of engaging in
sexual activity and/or unprotected sex. However, contrary to
most prior research, there were no differences in sexual ac-
tivity or sexual risk behavior by gender. For PHIV + youth,
other internal contextual factors, such as youth’s HIV status,
may be more influential in determining sexual activity and
sexual risk than gender. Also, contrary to past findings in
some other populations,30,31,61 we found no association be-
tween youth’s psychological distress and their sexual behav-
ior, after considering youth alcohol and marijuana use. As
seen in some other studies of high-risk youth,62 one plausible
explanation for an absence of a relationship between distress
and sexual risk in multivariate analyses may be that substance
use mediates, or accounts for the relationship between psy-
chological distress and sexual behavior. Furthermore, there
was no effect of youth HIV status on unprotected sex after
considering the effects of alcohol use at baseline, suggesting
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that alcohol may also mediate the relationship between youth
HIV status and unprotected sex or that these risk behaviors
are clustering together.63,64 In this study, youth who reported
any alcohol or marijuana use at baseline were more likely to
engage in penetrative sex at follow up, and those who drank
alcohol at baseline were also more likely to report unprotected
sex at follow up. Approximately 25% of youth in the total
sample used alcohol at baseline (mean age = 12 years), with
higher rates seen in HIV - youth and prior studies have
identified an association between early alcohol use and risky
sexual behavior.65,66 These findings suggest that targeting
youth substance use early, particularly alcohol, as a strategy
to increase condom use as they age may be beneficial for both
PHIV + and HIV - youth.67,68
Key factors in the youths’ external context related to greater
likelihood of penetrative sex included caregivers’ frequent use
of marijuana. A small body of work has examined the asso-
ciation between caregiver substance use and youth risky
sexual behavior;69 however, few studies have examined the
unique risk contribution of specific substances. We found
greater frequency of marijuana use by caregiver to be asso-
ciated with youth engaging in penetrative sex, although not
unprotected sex. Youth who see their caregivers engaging in
risky or illegal behaviors may themselves model similar be-
haviors;70 or caregivers using substances may provide less
supervision and monitoring, a key factor associated with in-
creased opportunity for youth sexual activity.71
Social-regulation processes examined in this study, in-
cluding youth–caregiver relationship factors (involvement,
communication, and autonomy) were not associated with
sexual activity or condom use. Findings in the literature have
been mixed with respect to the importance of family social-
regulation processes in youth sexual risk behavior,72 and prior
studies have noted that the effect of family processes dimin-
ished after considering influence of other factors, particularly
peer influences.10,68 Some studies suggest that for families
residing in impoverished urban environments, other factors
such as caregiver substance use may be more important pre-
dictors of youth sexual risk than the caregiver-youth rela-
tionship.24,26 Alternatively, youth–caregiver relationship
factors were based on caregiver and not youth response, and
may not accurately reflect the quality of the relationship.
Within youth self-regulation processes, we found youth
self-concept to be associated with sexual activity and unpro-
tected sex. Youth who felt alienation from or disappointment
about their families were more likely to be sexually active at
follow-up, indicating that a youth’s perceived value within
their own families is important in determining sexual be-
havior. This finding, based on youth report, further suggests
the lack of an association between parent-reported family
processes and sexual behavior may be due to parental per-
spective. Also, youth who reported academic confidence were
more likely to be sexually active and report unprotected sex.
Competence in school settings is associated with social com-
petence and success with peers,73 which in turn can translate
into greater opportunities for sexual activity.74
Our findings have several limitations deserving mention.
These are secondary data analyses involving data from two
studies of youth who were recruited at different times with
different lengths of time between study follow-ups. Differ-
ences in outcomes may reflect historical or cohort differences
between the two study samples; the impact of study data
collection on the association between caregiver HIV status
and youth sexual development is unclear. In both studies, our
attrition analyses suggested that we lost older youth who had
engaged in higher rates of sexual behavior at baseline. The
attrition of older, sexually active, and HIV - participants may
have led us to underestimate the magnitude of the observed
relationships and/or masked other findings. Consequently,
replication of these findings with other samples of PHIV -
infected, affected, and uninfected youth may be warranted.
The sample is a convenience sample, largely recruited from
either HIV primary care clinics or medical clinics that may not
reflect the larger population of urban youth, either infected or
affected by HIV, particularly those outside NYC and not fol-
lowed in HIV care or medical clinics. Thus, study findings
may reflect a form of selection bias whereby HIV + caregivers
and their youth who were functioning less well were less
likely to be found seeking medical services of any kind or to
provide consent, and thus are not enrolled in the study. As
HIV status for non-infected caregivers and noninfected,
nonexposed youth was based on self-report, the HIV negative
caregiver and non-exposed youth groups may have included
those who were HIV + but either undiagnosed or refused to
endorse their own seropositivity. Finally, certain factors that
may have confounded findings in prior studies, such as pu-
bertal delays, neurological/cognitive difficulties, associated
with HIV infection and long-term ART, are not addressed in
the current study and require further examination.
These limitations notwithstanding, the current study rep-
resents an important step in understanding how living with
perinatal HIV infection, in addition to other key contextual
and regulation factors, influence youth sexual behavior. In the
absence of HIV prevention interventions developed for an
aging cohort of PHIV + adolescents, our findings have im-
plications for HIV programming for these youth.
First, PHIV + youth appear to be less likely to engage in
sexual behavior or unprotected sex and may be delaying
sexual behavior compared to uninfected peers from similar
communities, including youth with HIV + caregivers. A re-
cent study of PHIV + adolescent females suggests that these
youth are delaying sex in part to avoid infecting a partner but
also to avoid potential disclosure of their status to a partner.16
One interpretation of our data suggests that interventions that
promote the development of a healthy sexual self-concept,
addressing decisions about sexual debut and sexual rela-
tionships in the context of their own HIV infection, as well as
promoting other aspects of PHIV + youth identity, including
school competence, may be important avenues for treatment
in this population. Second, at follow-up, almost half of
PHIV + youth who were sexually active had engaged in un-
protected sex, warranting prevention efforts. Following the
current emphasis in ‘‘prevention for positives’’ among adults,
new strategies for interventions for PHIV + youth that are
integrated into ongoing medical or psychiatric care could be
particularly beneficial and reach a wide proportion of PHIV +
youth. Interventions that have proven effective with other
populations that begin early, and focus on condom negotia-
tion with partners, alcohol use, as well as interventions that
address fears around stigma, rejection, or abandonment as-
sociated with disclosure to partners may be particularly ef-
fective.3,16 Taken together, our findings underscore the
importance of examining the individual and contextual fac-
tors influencing the sexual development of HIV infected and
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affected youth in order to develop adequate HIV interven-
tions for these youth and their partners.
Acknowledgments
This research was supported by several grants from the Na-
tional Institute of Mental Health (R01MH069133, PI: C. Mellins;
R01MH63636, PI: C. Mellins, a supplement under the American
Recovery and Reinvestment Act (ARRA); P30MH43520; PI: A.
Ehrhardt) and a grant from the WT Grant Foundation (97-1807-
97; PI: C. Mellins). Drs. Bauermeister and Elkington are sup-
ported by Career Development Awards from the National
Institute of Mental Health (K01MH087242; PI: J. Bauermeister;
K01MH089832; PI: K. Elkington). Dr. Robbins was supported by
a NRSA grant (T32MH19139, PI: T. Sandfort).
Author Disclosure Statement
No competing financial interests exist.
References
1. Brady MT, Oleske JM, Williams PL, et al. Declines in mor-
tality rates and changes in causes of death in HIV - 1-in-
fected children during the HAART era. J Acquir Immune
Defic Syndr 2010;53:86–94.
2. New York City Department Health and Mental Hygiene.
Pediatric HIV/AIDS Surveillance Update New York City Annual
Report. http://www.nyc.gov/html/doh/downloads/pdf/
dires/ped_annual_rpt_2010.pdf Accessed April, 2010.
3. Fernet M, Wong K, Richard ME, et al. Romantic relation-
ships and sexual activities of the first generation of youth
living with HIV since birth. AIDS Care 2011;23:393–400.
4. Fileden SJ, Sheckter L, Chapman GE, et al. Growing up:
Perspectives of children, families and service providers re-
garding the needs of older children with perinatallyacquired
HIV. AIDS Care 2006;18:1050–1053.
5. Erikson E. Identity and the Life Cycle. Selected Papers. New
York: International Universities Press, Inc; 1959.
6. Schulenberg J, Maggs JL, Hurrelmann K. Negotiating de-
velopmental transitions during adolescence and young
adulthood: Health risks and opportunities. In: Schulenberg J,
Maggs JL, Hurrelmann K, eds. Health Risks and Develop-
mental Transitions During Adolescence. New York: Cambridge
University Press; 1997:1–19.
7. Bauermeister JA, Elkington KS, Robbins RN, Kang E, Mellins CA.
A prospective study of the onset of sexual behavior and sexual
risk in youth perinatally infected with HIV. J Sex Res. In press.
8. Brogly SB, Watts DH, Ylitalo N, et al. Reproductive health of
adolescent girls perinatally infected with HIV. Am J Public
Health 2007;97:1047–1052.
9. Wiener LS, Battles HB, Wood LV. A Longitudinal study of
adolescents with perinatally or transfusion acquired HIV
infection: Sexual knowledge, risk reduction self-efficacy and
sexual behavior. AIDS Behav 2007;11:471–478.
10. Elkington KS, Bauermeister JA, Brackis-Cott E, Dolezal C,
Mellins CA. Substance use and sexual risk behaviors in
perinatally human immunodeficiency virus-exposed youth:
Roles of caregivers, peers and HIV status. J Adolesc Health
2009;45:133–141.
11. Mellins CA, Tassiopoulos K, Malee K et al. Pediatric HIV/
AIDS Cohort Study. Behavioral health risks in perinatally
HIV - exposed youth: Co-occurrence of sexual and drug use
behavior, mental health problems, and nonadherence to anti-
retroviral treatment. AIDS Patient Care STDs 2011;25:413–422.
12. Ezeanolue EE, Wodi AP, Patel R, Dieudonne A, Oleske JM.
Sexual behaviors and procreational intentions of adolescents
and young adults with perinatally acquired human immu-
nodeficiency virus infection: Experience of an urban tertiary
center. J Adolesc Health 2006;38:719–725.
13. Brackis-Cott E, Kang E, Dolezal C, Abrams EJ, Mellins CM.
The impact of perinatal HIV infection on older school-aged
children’s and adolescents’ receptive language and word
recognition skills. AIDS Patient Care STDs 2009;23:415–421.
14. Buchacz K, Rogol AD, Lindsey JC, et al. Delayed onset of
pubertal development in children and adolescents with
perinatally acquired HIV infection. J Acquir Immune Defic
Syndr 2003;33:56–65.
15. Ellis R. HIV and antiretroviral therapy: Impact on the central
nervous system. Prog Neuorobiol 2010;91:185–187.
16. Marhefka SL, Valentin CR, Pinto RM, Demetriou N, Wiznia
A, Mellins CA. I feel like I’m carrying a weapon." Informa-
tion and motivations related to sexual risk among girls with
perinatally acquired HIV. AIDS Care 2011;3:1–8.
17. Duncan GJ, Raudenbush SW. Assessing the effects of context
in studies of child and youth development. Educ Psychol
1999;34:19–41.
18. Gonzalez-Guarda RM, McCabe BE, Florom-Smith A, Cia-
nelli R, Peragallo N. Substance abuse, violence, HIV, and
depression: An underlying syndemic factor among Latinas.
Nurs Res 2011;60:182–189.
19. Browning CR, Leventhal T, Brooks-Gunn J. Sexual initiation
in early adolescence: The nexus of parental and community
Control. Am Sociol Rev 2005;70:758–778.
20. Cubbin C, Santelli J, Brindis CD, Braveman P. Neighbor-
hood context and sexual behaviors among adolescents:
Fndings from the national longitudinal study of adolescent
health. Perspect Sex Repro H 2005;37:125–134.
21. Mellins C. Treatment adherence in HIV - infected women
and children. Pediatric AIDS and Mental Health Issues in the
Era of ART conference, jointly sponsored by NIMH Center for
Mental Health Research on AIDS and The Office of Rare Diseases,
NIH. Washington DC; 2001.
22. Morrison MF, Petitto JM, Have TT, et al. Depressive and
anxiety disorders in women with HIV infection. Am J Psy-
chiatr 2002;159:789–796.
23. Beardslee WR, Versage EM, Gladstone TR. Children of af-
fectively ill parents: A review of the past 10 years. J Am
Acad Child Adolesc Psychiatr 1998;37:1134–1141.
24. Brook DW, Brook JS, Rubenstone E, Zhang C, Finch SJ. A
longitudinal study of sexual risk behavior among the ado-
lescent children of HIV - positive and HIV - negative drug-
abusing fathers. J Adolesc Health 2010;46:224–231.
25. Fisher HH, Eke AN, Cance JD, Hawkins SR, Lam WK.
Correlates of HIV - related risk behaviors in African Amer-
ican adolescents from substance-using families: Patterns of
adolescent level factors associated with sexual experience
and substance use. J Adolesc Health 2008;42:161–169.
26. Donenberg G, Emerson E, Bryant FB, King S. Does substance
use moderate the effects of parents and peers on risky sexual
behaviour? AIDS Care 2006;18:194–200.
27. Perrino T, Gonzalez-Soldevilla A, Pantin H, Szapocznik J.
The role of families in adolescent HIV prevention: A review.
Clin Child Fam Psychol Rev 2000;3:81–96.
28. Repetti RL, Taylor SE, Seeman TE. Risky families: Family
social environments and the mental and physical health of
offspring. Psychol Bull 2002;128:330–366.
420 ELKINGTON ET AL.
29. Brown LK, Tolou-Shams M, Lescano C, et al. Depressive
symptoms as a predictor of sexual risk among African
American adolescents and young adults. J Adolesc Health
2006;39:444.e1–8.
30. Elkington KS, Teplin LA, Mericle AA, Welty LJ, Romero EG,
Abram KM. HIV/Sexually transmitted infection risk be-
haviors in delinquent youth with psychiatric disorders: A
longitudinal study. J Am Acad Child Adolesc Psychiatr
2008;47:901– 911.
31. Kapetanovic S, Wiegand RE, Dominguez K, Blumberg D,
Bohannon B, Wheeling J, Rutstein R, LEGACY Consortium.
Associations of medically documented psychiatric diagnoses
and risky health behaviors in highly active antiretroviral
therapy-experienced perinatally HIV - infected youth. AIDS
Patient Care STDs 2011;25:493–501.
32. Setse RW, Siberry GK, Gravitt PE, et al., the LEGACY
Consortium. Correlates of sexual activity and sexually
transmitted infections among human immunodeficiency vi-
rus-infected youth in the LEGACY cohort, United States,
2006. Pediatr Infect Dis J 2011;30:967–973.
32. Coates TJ, Richter L, Caceres C. Behavioural strategies to
reduce HIV transmission: How to make them work better.
Lancet 2008;372:669–684.
34. DiClemente RJ, Salazar LF, Crosby RA. A review of STD/
HIV preventive interventions for adolescents: Sustaining
effects using an ecological approach. J Pediatr Psychol
2007;32:888–906.
35. Malow RM, Rosenberg R, Donenberg G, Devieux JG. Inter-
ventions and patterns of risk in adolescent HIV/AIDS pre-
vention. Am J Infect Dis 2006;2:80–89.
36. Koenig LJ, Pals SL, Chandwani S, Hodge K, Abramowitz S,
Barnes W,D’Angelo L. Sexual transmission risk behavior of
adolescents with HIV acquired perinatally or through risky
behaviors. J Acquir Immune Defic Syndr 2010;55:380–390.
37. May S, Lester P, Ilardi M, Rotheram-Borus MJ. Childbearing
among daughters of parents with HIV. Am J Health Behav
2006;30:72–84.
38. Rotheram-Borus MJ, Draimin BH, Reid HM, Murphy DA.
The impact of illness disclosure and custody plans on ado-
lescents whose parents live with AIDS. AIDS 1997;11:1159–
1164.
39. Murphy DA, Herbeck DM, Marelich WD, Schuster MA.
Predictors of sexual behavior among early and middle ad-
olescents affected by maternal HIV. Int J Sex Health
2010;22:195–204.
40. Ewart CK. Social action theory for a public health psychol-
ogy. Am Psychol 1991;46:931–946.
41. Traube DE, Holloway IW, Smith L. Theory development for
HIV behavioral health: empirical validation of behavior health
models specific to HIV risk. AIDS Care 2011;23:663–670.
42. Mellins CA, Brackis-Cott E, Dolezal C, Leu CS, Valentin C,
Meyer-Bahlburg HFL. Mental health of early adolescents
from high-risk neighborhoods: The role of maternal HIV and
other contextual, self-regulation, and family factors. J Pediatr
Psychol 2008;33:1065–1075.
43. Mellins CA, Dolezal C, Brackis-Cott E, Nicholson O, Warne
P, Meyer-Bahlburg HFL. Predicting the onset of sexual and
drug risk behaviors in HIV - negative youths with HIV -
positive mothers: The role of contextual, self-regulation, and
social-interaction factors. J Youth Adolesc 2007;36:265–278.
44. Mellins CA, Elkington KS, Bauermeister JA, et al. Sexual and
drug use behavior in perinatally HIV - infected youth:
Mental health and family influences. J Am Acad Child Psy
2009;48:810–819.
45. Elkington KS, Robbins RN, Bauermeister JA, Abrams EJ ,
McKay M, Mellins CA. Mental health in youth infected with
or affected by HIV: The role of caregiver HIV infection. J
Pediatr Psychol 2011;36:360–337.
46. Mellins CA, Brackis-Cott E, Leu CS, et al. Rates and types of
psychiatric disorders in perinatally human immunodefi-
ciency virus-infected youth and seroreverters. J Child Psy-
chol Psychiatr 2009;50:1131–1138.
47. Meyer-Bahlburg HFL, Ehrhardt AA, Exner TM, Gruen RS,
Dugan T. Sexual Risk Behavior Assessment Schedule–Youth,
Depressed Females, Baseline (SERBAS-Y-DEPRF-1); 1995.
48. Dolezal C, Marhefka SL, Santamaria EK, Brackis-Cott E,
Mellins CA. Audio Computer Assisted Self Interviews
(ACASI) vs. face-to-face interviews of sexual behavior
among perinatally HIV - exposed youths. Arch Sex Behav
2012;41:401–410.
49. Kovacs M. Children’s Depression Inventory. New York: Multi-
Health Systems; 1992.
50. Spielberger CD. Manual for State-Trait Anxiety Inventory for
Children. Palo Alto, CA: Consulting Psychologists Press;
1973.
51. Shaffer D, Fisher P, Lucas CP, Dulcan MK, Schwab-Stone
ME. NIMH Diagnostic Interview Schedule for Children
Version IV (NIMH DISC-IV): Description, differences
from previous versions, and reliability of some common
diagnoses. J Am Acad Child Adolesc Psychiatr 2000;39:
28–38.
52. Johnston LD, O’Malley PM, Bachman JG. Cigarette smoking
among American teens declines sharply in 2001. Ann Arbor,
MI: Available: www.monitoringthefuture.org; Accessed
February 27, 2012.
53. Gadow KD, Chernoff M, Williams PL, et al. Co-occurring
psychiatric symptoms in children perinatally infected with
HIV and peer comparison sample. J Dev Behav Pediatr
2010;31:116–128.
54. Beck AT, Steer RA, Garbin MG. Psychometric properties of
the Beck Depression Inventory: Twenty-five years of evalu-
ation. Clinc Psychol Rev 1988;8:77–100.
55. Spielberger CD. State-Trait Anxiety Inventory. California:
Consulting Psychologist Press; 1987.
56. Gerard AB. Parent-Child Relationship Inventory (PCRI). Los
Angeles: Western Psychological Services; 1994.
57. Fitts WH, Warren WL. Tennessee Self-Concept Scale (TSCS:2).
Los Angeles, CA: Western Psychological Services; 1996.
58. Bauermeister JA, Elkington KS, Brackis-Cott E, Dolezal C,
Mellins CA. Sexual behavior and perceived peer norms:
Comparing perinatally infected and affected youth. J Youth
Adolesc 2009;38:1110–1122.
59. Centers for Disease Control and Prevention. Risk Behavior
Surveillance–United States, 2009. Morbidity Mortality Weekly
Rep 2010;59:1–37.
60. Trenholm C, Devaney B, Fortson K, Clark M, Quay L,
Wheeler J. (2008). Impacts of abstinence education on teen
sexual activity, risk of pregnancy, and risk of sexually
transmitted diseases. J Policy Anal Manage 2008;27:55–276.
61. Donenberg GR, Pao M. Youths and HIV/AIDS: Psychiatry’s
role in a changing epidemic. J Am Acad Child Adolesc
Psychiatr 2005;44:728–747.
62. Elkington KS, Bauermeister JA, Zimmerman MA. Psycho-
logical distress, substance use, and HIV/STI risk behaviors
among youth. J Youth Adolesc 2010;39:514–527.
63. Houck CD, Lescano CM, Brown LK, Tolou-Shams M,
Thompson J, DiClemente RJ. "Islands of Risk": Subgroups of
adolescents at risk for HIV. J Pediatr Psychol 2006;31:619–629.
SEXUAL RISK IN YOUTH WITH PERINATAL HIV 421
64. Donovan JE, Jessor R. Structure of problem behavior in ad-
olescence and young adulthood. J Consult Clin Psychol
1985;53:890–904.
65. DeWit DJ, Adlaf EM, Offord DR, Ogborne AC. Age at first
alcohol use: A risk factor for the development of alcohol
disorders. Am J Psychiatr 2000;157:745–750.
66. Dube SR, Miller JW, Brown DW, Giles WH, Felitti VJ, Dong
M, Anda RF. Adverse childhood experiences and the asso-
ciation with ever using alcohol and initiating alcohol use
during adolescence. J Adolesc Health 2006;38:444.e1–10.
67. Seth P, Wingood GM, DiClemente RJ, Robinson LS. Alcohol
use as a marker for risky sexual behaviors and biologically
confirmed sexually transmitted infections among young
adult African-American women. Womens Health Issues
2011;21:130–135.
68. Elkington KS, Bauermeister JA, Zimmerman MA. Do par-
ents and peers matter? A prospective socio-ecological ex-
amination of substance use and condom use among African
American youth. J Adolesc 2011;34:1035–1047.
69. Darlington Y, Feeney, JA, Rixon, K. Interagency collabora-
tion between child protection and mental health services:
Practices, attitudes and barriers. Child Abuse Negl 2005;29:
1085–1098.
70. Bandura A. Social Learning Theory. Englewood Cliffs, NJ:
Prentice-Hall; 1977.
71. Donenberg GR, Wilson HW, Emerson E, Bryant FB. Holding
the line with a watchful eye: The impact of perceived pa-
rental permissiveness and parental monitoring on risky
sexual behavior among adolescents in psychiatric care. AIDS
Educ Prev 2002;14:138–157.
72. Buhi ER, Goodson P. Predictors of adolescent sexual be-
havior and intention: A theory-guided systematic review.
J Adolesc Health 2007;40:4–21.
73. Strage AA. Social and academic integration and college
success: Similarities and differences as a function of ethnicity
and family educational background. College Student J 1999;
33:198–205.
74. DiIorio C, Resnicow K, Thomas S, et al. Keepin’ It R.E.A.L.!:
Program description and results of baseline assessment.
Health Educ Behav 2002;29:104–123.
Address correspondence to:
Katherine S. Elkington, Ph.D.
HIV Center for Clinical and Behavioral Sciences
Columbia University and New York State Psychiatric Institute
1051 Riverside Drive #15
New York, New York 10032
E-mail: ke2143@columbia.edu
422 ELKINGTON ET AL.
This article has been cited by:
1. Cynthia Fair, Jamie Albright. 2012. “Don't Tell Him You Have HIV Unless He's ‘The One’”: Romantic Relationships Among
Adolescents and Young Adults with Perinatal HIV Infection. AIDS Patient Care and STDs 26:12, 746-754. [Abstract] [Full Text
HTML] [Full Text PDF] [Full Text PDF with Links]
